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There were no eye signs or symptoms at any time.
I am disposed to regard frontal sinus as the seat of origin of

orowth.

SOCIETIES' PROCEEDINGS.

PROCEEDINGS OF THE ROYAL SOCIETY OF
MEDICINE—LARYNGOLOGICAL SECTION.

April 7, 1911.

DR. P. WATSON WILLIAMS, President, in the Chair.

SPECIMEN OF A PEDUNCULATED GROWTH ON AN ELONGATED UVULA.

BY MR. HERBERT TILLEY.

The specimen was removed from a male, aged thirty, who said
that the growth on his uvula had been present as long as he could
remember, but had given rise to no irritation or coughing until the last
three months. The uvula measured nearly 1 in. in length, and from its
lower end hung a pedunculated growth. The stalk measured | in., and
the small tumour is about the size of a dried pea* In order not to spoil
the specimen no section of the growth has been made, but it is probably
a small fibroma.

Dr. PATERSON said he had seen a similar case, where the uvula was
longer than in this case, as it had to be hooked up with a probe to see the
tip, which had a papilloma on it. He did not know whether the patient
in Mr. Tilley's case complained of symptoms actually caused bv the little
growth at end of a long uvula. In his (the speaker's) ease it was observed
accidentally, and it produced no symptoms whatever, proving that a long
uvula need not produce discomfort, and should not be sacrificed merely
(>n account of its length.

The PRESIDENT (Dr. WATSON WILLIAMS) said that whereas an
elongated uvula was at one time removed fairly frequently, it was now
relatively rarely done. But it was possible to jump to an opposite con-
clusion, and say an elongated uvula never caused symptoms. But that
was not true, for his own had caused trouble at one time years ago, but
after it was shortened the trouble it gave rise to disappeared.

AN IMPROVED FORM OF HAY'S PHARYNGOSCOPE.

BY MR. HERBERT TILLEY.

This improved pharyngoscope gives a larger image, and the lamps are
prevented from touching the pharyngeal wall and so causing discomfort,
ft cocaine is previously applied to the posterior pharyngeal wall the
instrument causes no retching, and it is useful for demonstrating lesions
to novices who cannot use the posterior rhinoscopy or laryngeal mirrors.

Mr. TILLEY, in answer to the President, said he had found it useful
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I post-nasal cases. In the course of hospital work he preferred the
rdinary mirrors for making rapid observations.

CASE OF CHRONIC LAEYNGITIS.

BY MR. WALTER HOWARTH.

Patient, aged thirty-three, came to the hospital two years ago com-
plaining of profuse nasal discharge with foetid crusts. There was
active necrosis of the nasal septum, which gradually cleared up under
iodide of potassium. A vear later the patient became husky, and the
cords were seen to be red and thickened and did not approximate
properly. The interarytaenoid space was clear. The voice gradually
improved, but some heaping up in the interarytaenoid space became,
noticeable. This has steadily progressed, and now has a mamillated
appearance. The condition of the vocal cords and of the voice is much
improved. The cleft in the left posterior faucial pillar was present when
the patient was first seen. Treatment with alkaline lotion of potassium
iodide has been practically continuous for the last two years.

Dr. DUNDAS GRANT said it was a form of laryngitis which resulted
from nasal suppuration, and such cases were not always easy to deal with.
They might be spoken of as post-rhinitic. Although in this case there
had probably been syphilitic disease of the vomer, the condition of the
larynx resulted rather from the accompanying suppuration than from any
specific element in the case. It was what might be called a kind <>f
pachydermia of the interarytaenoid mucous membrane, and it would be
well to remove it. Such swellings did not always interfere with the voice,
because sometimes they were at a higher level than the vocal cords.

Mr. HOWARTH, in reply, said that he regarded the condition as a result
of chronic irritation due to the prolonged nasal suppuration. It was
remarkable that the condition of the vocal cords seemed to have improved
considerably, and yet the interarytaenoid fold had got worse. At present
the voice was not bad. He did not propose to do anything operative
unless further signs developed.

TRACHEO-LARYNGOSTOMY FOR STENOSIS FOLLOWING TRACHEO-

LARYNGOTOMY.

BY DR. WILLIAM HILL.

Girl, aged eight years. A so-called high tracheotomy was performed
five years ago for diphtheria, and the child has been obliged to wear
either an intubation tube or a tracheostomy tube ever since, except for
an occasional few days when an attempt has been made to get on without
an artificial apparatus. Two years ago the stenosed larynx was dilated
with bougies after internal laryngotomy and a larger intubation tube
worn for three months, but in renewing it the stenosis quickly recurred
and it had to be re-inserted. Traeheo-laryngostomy was performed by
the exhibitor six weeks ago. The use of rubber wings for keeping the
drainage-tube in position and the fissure open is the invention of Mr-
Charles Hope.

Mr. HERBERT TILLEY said that two years ago he had treated a child of
about the same age which had had a high laryngotomy or thyrotomy
done, in fact the tracheotomy tube had been put through'the side of the

.1:
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thyroid cartilage and left there. The usual results followed, viz.,
granulations arose around it, and ultimate cicatrisation occurred in the
(ricoid region, so that at the operation it was only possible to pass a
}irobe upwards through the larynx from the low tracheotomy wound.
He tried the method of tracheostomy and laryngostomy, and opened up
the larynx and trachea. The lumen of the cricoid region was obliterated,
and its place taken by thick scar-tissue. It was difficult to cut out the
scar-tissue, but some of it was removed, and he then placed a rubber tube
through the larynx and upper part of trachea. The patient was in the
hospital for months, and plastic operations were tried to cover the laryngo-
tracheal wound. But the cricoid region became narrower and narrower,
and then became as stenosed as before. Therefore a rubber tube was
kept in, removing and replacing it every fourth day. After eight months
ihe patient was sent out with a dilatation through the original cricoid
stricture. The trachea was closed in front, and the child could breathe
through the larynx and through the original constricted region. But
there was anxiety because stridor occurred on great exertion, and there
was likelihood of trouble if the child got any laryngeal catarrh. After-
wards it was stated the child was doing fairly well. There was a great
deal of trouble connected with the case, and such cases were desperate to
start with. The value of intubation depended to some extent on what
was the condition in the upper tracheal or cricoid region. If there were
any granulations there intubation was excellent treatment, because the
intubation tube would press aAvay the granulations, and leave a fairly
patent airway. But if the obstruction was fibrous he thought there Avas
not much benefit from intubation. He had a case at present in which
ton days ago an intubation tube was put in, following high tracheotomy
for diphtheria, and the child was doing well; the tube had been left out
for two days, and breathing was good without it. (Since the last
paragraph was written the child has died of broncho-pneumonia, and the
autopsy showed a fair airway through the cricoid region.)

Mr. DE SANTI said the majority of the cases of the kind he had had
were in adults, and in those cases, he agreed with Mr. Tilley, intubation
"was of no use. He remembered one man particularly, who had extreme
stenosis, and only a small tube could be got in, but it was dilated up to
the largest sized Schrotter tube, and there was good breathing for the
time. But the patient went back again rapidly and re-contraction took
place. He had to wear a tracheotomy tube for the rest of his life. One
day he got mixed up in a drunken brawl, his tube came out, and he was
brought into Westminster Hospital dead. He had operated on the
thyroid by splitting it. He found that even when keeping the alse aside,
though re-adhesion might be prevented, recontraction nearly always took
place. He feared that in the present patient there would be recontraction,
specially as there was a tendency for keloid to form.

Dr. FITZGERALD POWELL said that two or three cases in his practice
occurred to him-—in which contraction had taken place after the removal
°f a large portion of the larynx—and in which he had got very good
results by the use of silver and ebony plugs, slipped in above the tracheo-
tomy tube, passing through the cavity of the larynx upwards into the
pharynx. One was a case of fibro-sarcoma of larynx, and the other
syphilitic stenosis of larynx. In both* these cases about half the larynx
had been removed. The plugs were kept in for six to twelve months,
I'eing taken out occasionally for a few hours, cleaned, and re-inserted.
" hen it was decided to remove them the edges of the tracheotomy wound
were freshened and brought together, and bieathing took place through
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the larynx. In neither case was there any recontraction, there was good
breathing space, and in the specific case a good strong voice resulted; in
the sarcoma case the voice was not so good and more whispering. The
great point about the treatment was that the plugs must be kept in for
at least six months.

Dr. DUNDAS GRANT said his experience of traeheo-laryngostoniy ha 1
not been very encouraging, but in one instance it was to be explained l>y
a point which was worth remembering. A very bright little boy had a
tracheotomy done on account of laryngeal diphtheria. It was done too
high, and was followed by extreme narrowing. It was not merely stenosis,
but absolute atresia. Dr. Grant performed traeheo-laryngostomy, and
the boy went on very well for some time. Unfortunately, at that time,
there was a reconstruction of the wards, and it was impossible to get a
reasonable temperature in them. The boy developed bronchitis and died.
In a work on the subject great stress was laid on the necessity of keeping
the ward at a high temperature. Recently he had another case, a child,
with absolute atresia. He removed the high tracheotomy tube and intro-
duced it low down. The child had to go home to the country, but when
it returned and was ripe for operation there was, unfortunately, an
outbreak of measles. The child was sent away without operation, hut
developed measles and broncho-pneumonia, and died. Dilatation with
intubation tubes was of great value if done early. He had a boy <>n
whom high tracheotomy had been done in the country for urgent stenosis,
and it was impossible to remove the tracheotomy tube. He did intubation
and tried to feed him, but bronchitis set in, and the tube had to be taken
out agaii), and a tracheotomy cannula again inserted. At the end of ten
days the bronchitis had disappeared, and again intubation was done, and
the child being regularly fed bv a tube through the nose. Intubation
tubes, several sizes larger than the one appropriate to the patient's age,
were forcibly introduced so as to exercise over-dilatation. The patient
did very well, and was now strong and hearty, ten years having expired
since the treatment took place. As pointed out in Dr. Ball's book,
intubation with tubes too large for the patient's age was very valuable to
obtain sufficient dilatation to obviate the need of a tracheotomy tube. He
would look forward with interest to the sequel in Dr. Hill's case.

Dr. STCLAIR THOMSON said such cases were so rare that all who saw
them should record their experiences. Now that tracheotomies were done
lower down they were not so common. At the Belfast meeting it was a
revelation to hear what was done by intubation in America. It was of
no use putting in an intubation tube for a week or two, or putting it m
only at night. Cases wrere reported in which such tubes had been worn
continuously night and day for six months, twelve months, and two years.
Though there was not much credit to be made out of such cases, it was a
tremendous thing to restore a person so that he could gain his livelihood.
Septic bronchitis was lurking at the back of all these cases, and some-
times the skilled physician did not diagnose it. An unfortunate little
baby fell into the hands of a surgeon, and because there was stridor lie
examined with direct laryngoscopy, and thought he saw something below
the vocal cords, but a laryngo-fissure revealed nothing. The surgeon left
the tracheotomy tube in, and the child got worse. Then he proposed to
the relatives that he should do laryngo-tracheostomy, and it was then
that the child was taken to him (Dr. Thomson). There was evidently
not enough air reaching the lungs, but he sawr very little locally the
matter; there seemed to be some thickening below the cords left by the
laryngo-fissure. A physician reported that nothing could be made out
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amiss with the lung. The child died suddenly in the night, and
mortem he found there was a horrible tracheotomy tube, with such a
curve in it that it had irritated the trachea below the tracheotomy wound.
The lungs were simply riddled with septic bronchitis, which had not been
suspected. There was no temperature or cough or abnormal sound.
There was evidence that laryugo-tracheostomy was, even on the Continent,
falling into disuse. Of thirty-seven cases reported, six were dead—a
mortality of 163 per cent.—and only fourteen were benefited. An
operation which gave only such results did not seem worth developing.

The PRESIDENT said he feared that Dr. Hill had not heard much
encouragement. But the case seemed to give hope of further improve-
ment. He suggested Dr. Hill should see if the child could breathe with
the external opening covered up. If the dilated process was not reduced
sufficiently to last some days when the external wound was covered up,
he did not suppose that any plastic operation would be likely to be
successful.

Dr. HILL, in reply, said the front would be covered up before doing a
plastic operation. The intubation tube had been taken out, as that
method had been given a thorough trial. One could only get a silver
probe down by the direct method, and he had had to put down bougies
of increasing size in order to get the intubation tube in again. It was
only in desperation that he did traeheo-laryngostomy, but he did not
know that this operation had such a black record. He would show the
case again.

CARCINOMA OF (ESOPHAGUS.

BY D E . WILLIAM HILL.

Male, aged forty-five, was shown December, 1910, as (r') temporary
local cure after six prolonged applications of radium salt to the cervical
and upper thoracic oesophagus. He has had no application for four
months, and there is now well-marked malignant ulceration lower down
the gullet, 26 cm. from the incisor teeth; the lowest previous radium
application made was 22 cm. from the incisor teeth. Further radium
treatment will be carried out.

PERMANENT STYLETTED OVO-CESOPHAGO-GASTRIC TUBE WHICH HAD

BEEN IN SITU FOR THIRTEEN WEEKS.

BY DR. WILLIAM HILL.

Two CASES OF MALIGNANT DISEASE OF TONSIL, PHARYNX, AND

TONGUE.

BY MR. P. E, Wr. DE SANTI.

CASE 1.—Male, aged fifty-one. History of sore throat, pain in the left
ear, and in swallowing, also loss of flesh for two to three months. Speech
thick and impeded; noticed about the same time a swelling left side of
|he neck. Examination reveals inability to protrude the tongue equally;
the left half being fixed more or less at its base. There is a hard, raised,
everted mass over the left tonsil which affects the palato-glossal fold and
extend to and into the tongue at its base on the left side ; the growth
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can also be felt to involve the lateral pharyngeal wall. There is a mass
of hard, fixed glands in the submaxillary and upper cervical glands on
left side of neck. The case seems to the exhibitor to hold out but little
hope of cure from operation.

CASE 2.—Male, aged forty-nine. History of sore throat and swelling
on right side of neck for four months, occupying the right anterior faucial
pillar, right tonsillar region, and extending to and involving the base of
the tongue. On the right side is a hard, malignant growth, ulcerated in
parts. The disease extends to part of hard and soft palate on right side
and passes down the pharynx laterally. The tongue is not protruded
equally. There is a hard mass of infected glands in the neck. The case
is of exactly the same nature as the other one shown.

The two patients are brought forward for opinions on the radium
treatment, and how, if recommended, to get the treatment applied. The
exhibitor's opinion is that radium will possibly improve, but not cure, the
disease.

Mr. DE SANTI said that neither of his cases were either well or happy ;
they both suffered much pain, the tongue was involved, there was pain
on swallowing, and they were going downhill rapidly. He, like many
others, wanted radium for the purposes of treatment, but could get none;
there was none at Westminster Hospital. He did not think radium
would cure the condition, but it might greatly alleviate it. His object in
bringing the cases forward was to ascertain if any member could put him
on to anyone who had access to radium and would be willing to apply it
to these two patients. If they could get radium treatment, he would
subsequently bring them before the Society.

The PRESIDENT said many members of the Section had felt keenly the
grave difficulty there was in getting radium for the treatment of these
cases, and more particularly for poorer patients of the hospital class. It
was a very grave want. He thanked Dr. Hill and Dr. Finzi for helping
his own patient from the Bristol Royal Infirmary, who had assuredly
received benefit. He hoped to show him at the Bristol meeting. It was
particularly unfortunate if a poor patient came to London from a pro-
vincial town and the radium could not be applied, but perhaps more
striking was the hardship for poor patients in London itself.

#

FUNCTIONAL APHONIA IN A BOY, AGED FIFTEEN.

BY DR. L. HEMINGTON PEGLER.

Aphonia, three months' duration ; no dyspnoea, cough or stridor;
works in an atmosphere contaminated with irritating fumes. On exami-
nation the cords fail to appi-oximate on attempts at phonation. There
is, however, an absence of the stammering of the cords, familiar in female
cases ; they are deeply injected, otherwise appear healthy.

The case is shown owing to the infrequency of functional aphonia in
the male. It resisted treatment by application of the interrupted current
to the cords, but the voice has since returned under the application or
liq. ferri perchlor.

Dr. FITZGERALD POWELL said that it must be in the experience or
most of the members that laryngitis was not an uncommon cause or
" functional aphonia," quite apart from hysterical or neurotic functional
aphonia.

Dr. ST. CLAIR THOMSON said that in the Proceedings of the old
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Societv there was an account of the case of a soldier who had gone
through the Boer War. Towards the end of the war he was thrown off
his horse, and that extinguished his voice. Yet he was a robust man
and courageous.

Dr. DUNDAS GRANT said the association of laryngitis with functional
aphonia was not very uncommon. Sometimes the occurrence of the
laryngitis in a nervous person occasioned such alarm as to cause the voice
to disappear—a self-suggestive, or in other words, hysterical event. Sir
Morell Mackenzie recognised the association, and said that before fara-
dising a case of supposed functional aphonia one should make sure there
was no congestion of vocal cords or laryngitis, simple or tuberculous.
From catarrhal causes there might be impairment of the action of the
internal tensors, and the treatment of the laryngitis was often the most
important element in the case. Recently Dr. Grant had a case of marked
aphonia, with return of voice after the use of the larvngoseopic mirror.
There was, however, tuberculosis in the lungs and congestion of the
vocal cords--undoubtedly an early stage of infiltration with tubercle.

A CASE OF LARYNGEAL TUBERCULOSIS IN A BOY, AGED TEN.

BY DR. W. JOBSON HORNE.

The PRESIDENT said that it wras a question whether it was tubercle,
and it would be well to see the case again later on.

Dr. DUNDAS GRANT said the one point against it being tubercle was
its unilaterality. Otherwise the ulcer looked exactly like tubercle.

A CASE OF PERFORATION OF THE SOFT PALATE IN A WOMAN, AGED
THIRTY-FOUR.

BY DR. W. JOBSON HORNE.

The PRESIDENT said it seemed to him that the perforation was due
to a former gumma, but there did not seem to be so much cicatricial
contraction as usual.

A CASE OF NASAL NEOPLASM IN A WOMAN.

BY DR. W. JOBSON HORNE.

A SIMPLIFIED INSUFFLATOR FOR THE APPLICATION OF POWDERS
TO THE LARYNX, FAUCES, NOSE, AND EAR.

BY DR. W. JOBSON HORNE.

MICROSCOPIC SLIDE SHOWING SECTION OF CYST OF TONSIL.

BY DR. W. H. KELSON.

Patient was a man, aged forty-three, sent up from the country with
the diagnosis of sarcoma of the tonsil. He had suffered from repeated
attacks of sore throat, and the left tonsil had been slowly increasing in
size for some months; he had slight pain and some difficulty in swal-
lowing. The left tonsil was found to be verv much enlarged, firm, but



310 The Journal of Laryngology, [June, 1911.

elastic; no enlarged glands. The tonsil was partially enucleated, and
then the cold wire snare applied.

COMPLETE STENOSIS OF THE LARYNX FEOM EPITHBLIOMA IN A MAN,
AGED TWENTY-THREE.

BY DR. STCLAIR THOMSON.

Hoarseness was said to have come on suddenly while patient was in
India in July, 1909. Admitted to Netley Hospital, March, 1910. He
was then very hoarse; the whole larynx was enlarged, particularly on
left side. No enlarged glands. Left vocal cord was fixed in adduction,
and the posterior half and the left arytaenoid were involved in the growth
of an irregular tumour; no ulceration.

May 14, 1910 : Tumour had grown to occupy more than half of the
lumen of the larynx. After a low tracheotomy a laryngo-fissure was
performed at Netley, and the left cord and tumour removed. On
examination the tumour was found to be fibrous in character.

All reported to be well until June, when he had more attacks of
choking, and the tube was re-inserted in the neck. Sometimes the
patient had noticed swellings in left side of neck, and at those periods he
could not swallow solid food. When admitted to King's College Hospital
in October, 1910, the patient was wearing a small tracheotomy tube in
the region of the crico-thyroid membrane, and apparently through the
thyroid cartilage. Through this there was both inspiratory and expira-
tory stridor. When the tube was blocked there was no respiration
through the larynx. Much eieatricial tissue was around the wound and
along the scar in middle line. Great thickness and swelling of larynx,
with tenderness, especially noticed in transverse diameter. Patient
spoke entirely wTith the pharyngeal voice. Entrance to larynx was
entirely occluded by the fixation of the arytaenoids against the posterior
surface of the epiglottis. No movements in arytaenoids. Wassermann
and von Pirquet tests were both negative.

October 14, 1910 (vide photo and radiogram) : Under eudrenine, low
tracheotomy was done and a large Durham's tube inserted, and a few
days later the upper (old tube) was discontinued. Perichondritis
extended in epiglottis and thyroid alae. The old tracheotomy wound
never closed, and pus continued to ooze through it. Laryngo-fissure, hut
nothing fresh discovered. During exhibitor's absence in January, Sir
Watson Cheyne evacuated an abscess in the left side of neck and
re-opened the larynx and removed a piece of necrosed cartilage. The
granulation-tissue removed at the same time is shown under the micro-
scope.

This case and specimen were shown before the Medical Society of
London, and several expert pathologists agree that it is malignant.
Still, not only the age of the patient, but the clinical evolution of the
disease, appear quite opposed to the conclusions of the microscope.

It should be noted that there are no enlarged glands, and it is
unusual for the larynx to be completely occluded by a malignant growth
without any of it sprouting up through the glottis.

The PRESIDENT pointed out that the opinion of several expert patho-
logists was that the growth was an epithelioma. He would be glad to
hear the views of members on the case, which presented many points of
interest.

Dr. SCANES SPICER said the case was one of the most interesting
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which had been shown before the Section. I t raised the question whether
perichondritis was the primary condition, or whether the case was malig-
nant either at the beginning or even at the present time. The patient
stated he was talking to some companions when his voice went suddenly,
though it had been perfectly well before. He thought an arytaenoid may
have been dislocated, for the vocal cord appeared to have been fixed in
adduction when he was examined at the hospital. Apparently the peri-
chondritis started then, and septic invasion ensued, spreading over the
remaining cartilages. There had been no ulceration and no enlarged
glands—points somewhat opposed to the theory of primary malignancy.
He asked what was meant by saying the tumour was " fibrous " in
character. What was done in this case was a thyrotomy. An interesting
question was whether this should not have been done before. In a dis-
cussion which was opened by Dr. de Havilland Hall some years ago he
remembered Dr. Hall's statement that Sir Duncan Gribb had recommended
that as the proper treatment of perichondritis of the larynx at an early
stage, and that if there were any separated dead cartilage it should be
removed by opening the larynx. On another occasion, under similar
circumstances, one might entertain chondrotomy and early removal of
sequestrum if it were found there was much destructive perichondritis
with pus coming from the parts. He was even now dubious about the
case being malignant. The structure of the specimen appeared to be
that of epithelioma, but such appearances occurred in other conditions,
such as chronic hyperplastic processes of epithelium, covered parts,
erosions of the cervix uteri, and even in growing epidermoidal cells in
Mood-serum and on agar, etc. Numerous references to such con-
ditions, and the authorities who had described them, could be found in
Roger Williams's work on the " Natural History of Cancer," p. 173
ef seq. Because a specimen looked like epithelioma it was not necessarily
malignant.

Mr. DB SANTI said he was very strongly of opinion that the case was
not one of epithelioma. The slide under the microscope, with all due
deference to the expressed opinions of the pathologists, did not appear to
bear out the diagnosis of epithelioma. Clinically the general history and
appearance of the man did not suggest malignant disease either. There
was an absence of any glandular enlargement, and although there has
been much ulceration and breaking down in and around the larynx, yet
there was a total absence of any malignant ulceration. In some of these
doubtful cases one had to rely principally on clinical evidences and ex-
perience in contra-distinction to the pathologist reports. For instance,
in a case under his care a patient presented a large, hard, ulcerated,
cauliflower-like mass growing from the external auditory meatus. I t
looked and felt like a typical epithelioma. The history was, however, a
very short one, and there was a total absence of glandular infection. On
further examination it was found that the patient had a hard chancre
<uid a typical secondary rash. A piece of the growth was excised and
sent for pathological report. At the same time the patient was put on
mercury. When seen a week later the pathologist's report had come,
and was " typical epithelioma," but the caulifiower-like growth was half
the size, and subsequently entirely disappeared, and a similar kind of
growth occurred in the opposite meatus. The case was one of syphilitic
condylomata.

Mr. TILLEY endorsed Mr. de Santi's remarks; it was very unlikely
that the lesion was epitheliomatous, it looked more like chronic inflam-
mation.
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The PRESIDENT suggested the specimen be referred to the Morbid
Growths Committee, as it was an intensely interesting one. The clinical
aspects of the case made one think it unlikely that it was epithelioma.

Dr. ST. CLAIR THOMSON, in reply, said he had the patient's medical
sheet sent from Netley Hospital, and it made no reference to typhoid
The man denied syphilis, and the Wassermann test was negative. Theiv
was no trace of tubercle in the lungs, and the von Pirquet reaction was
negative. A low tracheotomy was done before the original laryngo-
fissure was carried out. But a month after the latter he got stenosis.
and a hurried tracheotomy was done, and the tube was left in three or
four months. The man did not come under his care until four months
later, and then he regarded it as septic perichondritis, and as such the
man was treated in King's College Hospital from ()etol>er to Christina*.
On doing larvngo-fissure he found nothing in what had l>een his larynx
He bad him rubbed with mercury and gave him iodide of potassium, and
while he (Dr. Thomson) was away at Christmas an abscess develoj)ed on
the left side, and Sir Watson Cheyne opened it; it led up to the thyroid.
He showed him at the Medical Society, when several pathologists and
surgeons said thev could not disbelieve the section. He would be glad t<>
submit the section to the Morbid Growths Committee.

: ! AUSTRIAN OTOLOGICAL SOCIETY.

Meeting January 30, 1911; Monats.f. Ohren., year 45, No. 2.

PROF. UKBANTSCHITSCH in the Chair.

Abstract of Report on Proceedings.

A CASE IN WHICH A LABYRINTH FISTULA OCCURRED AFTER AN
OPERATION FOR ACUTE MASTOIDITIS, AND IN WHICH COMPRESSION
AND ASPIRATION AFFORDED VERTICAL NYSTAGMUS.

BY R. BARANY.

A man, aged thirty-six ; operation on the nose followed by bilateral
mastoiditis. Left side healed spontaneously, but an autrotoiny wi*
required on the right. No fistula was detected at the operation; wound
healed uneventfully ; perforation soon closed, membrane became normal
in appearance and the swelling in the meat us subsided. In four weeks
time, when the retro-auricular wound was almost healed, a sudden attack
of giddiness took place. The range for whispers was five metres. Com-
pression of the air in the meat us afforded a strong vertical nystagmus
downwards and aspiration a very slight nystagmus upwards. Pressure
on the sear over the site of the antrum evoked on the contrary a very
slight nystagmus upwards, whilst on relaxing this pressure a strong-
vertical nystagmus downwards occurred.

The explanation of this peculiar reaction seemed possibly to lie in t'u'
assumption that the fistula was situated in the anterior vertical canal in
the neighbourhood of its conjoint opening. Now pressure on the fistula
itself, that is by pressing on the retro-auricular scar, produced a vertical




